Unfortunately, in carcinoma of the bladder, as far as I am aware, no palliative operation is possible that will alleviate the inevitable painful and miserable end at which such patients ultimately arrive.
In considering the treatment of malignant disease of the urinary bladder, it must be acknowledged that, although, -on the one hand, it provides a class of case which, frequently, eventuates in an end of the utmost human misery, there is one class of case in which the result is extremely satisfactory. I refer to those cases in which there are revealed at the pathological examination of the specimen removed at the operation early signs of malignant disease at the base of what was clinically taken to be an innocent villous papilloma. When first met with we are apt to be unduly alarmed by this report.
A large papilloma of the urinary bladder has been removed by open operation. In doing so, you may have excised no more of the surrounding healthy mucous membrane than was elevated by traction on the pedicle of the growth. The tumour removed you considered clinically innocent. When therefore the report of the pathologist came to hand, you, naturally, anticipated a confirmation of its innocence. To your surprise and alarm, you were informed that, although the main portion of the tumour showed the structure of a very proliferative papiljloma, innocent in nature, the pedicle was infiltrated, the tumour showing malignant changes at its base. Such has been my experience on several occasions, and, naturally, these cases have been followed by me most carefully.
Recurrent papillomata have developed in several of them, but so far none of them lhas ultimately eventuated in an infiltrating cancer requiring cystectomy.
As an illustration, I would cite the case of a patient, a spinster, aged 64, who originally came under my care on June 6, 1923, suffering from haematuria. Cystoscopic examination revealed this to be due to a tumour which had the appearance of a sessile papilloma. At the operation, a large fungating papilloma was revealed, attached to the bladder wall by a stout pedicle. This tumour was removed and there was also excised a smaller growth on the right side. The pathological report was that the large tumour showed the structure of a very proliferative papilloma with the changes at the base that I have mentioned. The smaller tumour was innocent throughout.
Cystoscopic examination five months later showed no signs of recurrence. After this I did not see the patient again for a year, an-d on examining her then the bladder walls showed a large number of papillomatous tumours, small in size, with a large growth on the roof of the cavity. An endeavour was made to destroy these by fulguration on several occasions, but, ultimately, the patient lost heart, and on our failure to eradicate the disease, open operation was again resorted to, and one large and two small growths were removed. The pathological report on this occasion was similar to that previously given, the bulk of the tumour being innocent in nature, but malignant changes were present at the base. Three months after this operation, early recurrence of the disease was observed at two areas and these were destroyed by fulguration under a general anmesthetic, after which she remained free from disease until a year ago, when recurrence was again noted, and fulguration was again carried out under a general antesthetic; since that date she has been examined regularly at intervals of six weeks, without showing any signs of return. At the last examination, which was carried out a fortnight ago, the bladder walls appeared perfectly healthy in every respect, and the urinary tract was entirely normal and free from disease. The interesting point in this type of case is that in the opinion of competent pathologists the sections made from the base of the growth indicated the undoubted presence of malignant disease. At the same time, it must be granted that frequently a very limited local removal will be sufficient to produce a permanent cure, such as was obtained in the case I have cited. Although the end result may be fortunate, the value of the lesson learned is none the less great; it is that a clinical appearance, on cystoscopic examination, of perfect innocence, even combined with the cytological structure of an innocent villous papilloma in a portion removed by the cystoscopic rongeur, may be observed where early cancer of the base of the growth is present. In a patient, therefore, whose age is in the cancer decade, such growths, although apparently innocent, should receive radical treatment. If fulguration be the method adopted, it should be thorough. If the size of the growth raises the question of the advisability of its removal by open cystotomy the decision should be in the affirmative. Repeated fulguration in such cases may eventuate in a disseminating cancer.
As Mr. Jocelyn Swan has pointed out, it is difficult to draw the line between innocency and malignancy in cases of papilloma of the bladder. In his recent Presidential Address,' he dealt fully and lucidly with the subject of these epithelial vesical tumours.
The cases to which I desire to refer especially are those that are obviously malignant. They occur in various types. They may be classified as:-(1) Malignant papilloma.
(2) Papillary carcinoma.
(3) Scirrhous carcinoma. (4) Squamous carcinoma. (5) Adeno-carcinoma. My experience of these cases has been that their clinical recognition is easy. The patients invariably come to you on account of hmmaturia, which is of a rapidly I Proceedings, 1925-26, xix (Sect. Urol ), 1-9.
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PROCEEDINGS OF THE ROYAL SOCIETY OF -MEDICINE Section of Urology 33 increasing frequency and severity, and is associated with increased frequency of micturition, and a characteristic suprapubic discomfort. Cystoscopic examination enables the presence of the disease to be recognized readily. At the same time, I have found it extremely difficult to determine accurately before operation the actual extent of the dissemination of the disease on which to base an exact estimation of the extent of the operative treatment that will be required. I have found that it is only when the bladder is opened that the extent of the infiltration of the wall can be correctly estimated, and this is made out on manual examination. Both you and the patient must therefore be prepared for a number of possible lines of treatment.
The treatment of a primary carcinoma of the urinary bladder will be determined by the situation and the extent of the growth. The most satisfactory cases are those in which the tumour is situated on the summit of the organ; this permits of a partial cystectomy being carried out. A widespread excision can usually be made, at the conclusion of which a cavity may be left which will only contain an ounce or two of fluid. It is satisfactory, however, to note how rapidly a cure takes place in this respect, the normal capacity being restored in a few months.
Before proceeding to treat such cases, it is wise to make sure that the growth observed on the summit of the bladder has not arisen in an organ outside that cavity and invaded it.
I have had two such cases: in one a primary carcinoma of the small intestine was present which had become adherent to the bladder. A bismuth meal examination showed partial obstruction of the small bowel at this level. The other was due to a primary malignant tumnour of the ovary. Its presence was suspected owing to the severe bleeding which followed a bimanual examination. The bleeding was much more intense than could be attributed only to the manipulation of the bladder tumour. In both cases, the primary growth, along with the portion of the bladder involved, was successfully excised.
Where partial cystectomy is not sufficient to remove the growth, a hemicystectomy with excision of a portion of one ureter may be performed. The problem in such cases is how to treat the divided ureter. In the majority I have re-implanted it into the bladder.
Recently, I have employed another method successfully in tbree cases, and I would commend it for your consideration. It has consisted of leaving the severed ureter in situ, and closing the bladder, except at its upper part, where it allows exit to a suprapubic bladder drain and at its lower part in the region in which the normal ureteral orifice would have existed. Down to this latter region a rubber dam and gauze tampon are carried laterally to the sutured bladder wall. At the end of the operation, through the closed wound two drains pass, one into the bladder cavity, the other down to the divided ureter and the lower opening in the bladder.
In these three cases the patients have all done well. Their convalescence has been interesting. From the first, the greater part of the urine was drawn off by the bladder drain, which was connected with a Bunsen bottle suction apparatus. From the first day, the patients have required frequent dressing owing to the soakage of urine from the tampon. In five days' time, this was withdrawn and the sinus gradually healed, until, ultimately, all the urine came away by the suprapubic wound, which in its turn also closed and natural micturition was re-established.
The object underlying this line of treatment has been to produce a diverticulum of the bladder into which the severed ureter opened. In all of the three cases, this appears to have taken place, and to confirm this point, I re-examined one of the patients ten days ago, that is, one year after the original operation, and observed that this had taken place.
The treatment of carcinoma of the bladder, where neither of these methods is possible, now remains to be considered. In doing so, we presuppose a case in which it has been established that a tumour is present, malignant in nature, invading the bladder wall but still intrinsic to it, and its removal is impossible without sacrificing both ureters, which is frequently the case, without their being actually involved in the disease. The patient's health also has not been so broken down as to contra-1283 indicate the performance of a major operation. In such a case, I consider that total cystectomy is indicated. I am aware that certain surgeons, even so great an authority as Hugh Young, state that they have never felt justified in carrying out the operation of total cystectomy. I advocate its employment as I know of no other means of curing the patient, nor of any palliative operation or treatment which will materially relieve the ultimate suffering.
I cannot claim to speak with authority on the value of X-ray or radium therapy in such cases, but my limited experience is in confirmation of most others that they are not curative agents.
I have already mentioned that I know of no palliative operation which will benefit the patient, and I have mentioned that on the line of reasoning applicable elsewhere in the body it might have been assumed that the constantly recurring, painful, spasmodic contractions of the bladder from which the patients suffer might be relieved by a suprapubic cystostomy. Unfortunately, such is not the case, and when this is done no relief from these spasms is obtained, for they are not due to the accumulation of urine in the cavity, but to the invasion of the contractile walls of the bladder by the new growth. Proof of this is forthcoming from the fact that they persist in as severe a degree after both ureters are severed and the bladder permanently emptied of urine.
The performance of the operation of total cystectomy can be criticized on various grounds: the suitability of the case, the danger of the operation, and the ultimate mutilation of the patient, with the distressing discomfort attending this. As regards the suitable case, the decision to perform this operation is a grave one, so much so that up to the present I have not felt warranted in recommending it without having previously determined the state of affairs present by opening the bladder and examining its interior. If this could be dispensed with, the operation would be simplified.
At present, I would only recommend its performance in cases of carcinoma of the type I have mentioned, although, when simplified and improved, I can imagine it being done in the majority of cases of vesical carcinoma.
The probability that the disease has extended beyond the bladder and that even total cystectomy will not remove it entirely has been advanced as a reason against its performance as in such a case the disease will re-manifest itself and still cause the death of the patient. I have observed this on two occasions; in both it reappeared in the pelvis one and a half years after the original operation of total cystectomy, but even the patients' ultimate end, instead of in my opinion contra-indicating the operation, was an argument in favour of it. A painless swelling, like an encephaloid carcinoma in the female breast, appeared and gradually increased in size. The patient gradually sank and died in peace.
As a palliative gastrectomy is warranted in certain cases of cancer of the stomach, a palliative cystectomy similarly might be warranted from the relief it affords.
The dangers that are attendant on the operation of total cystectomy are not in themselves such as to contra-indicate its performance.
I have carried out the operation on four occasions and in each of the cases the patients recovered from the operation which proved neither difficult of execution nor attended with undue shock. Two of the patients are still alive and the other two lived for nearly a couple of years after the operation.
The last criticism is the mutilation of the patient and the discomfort attendant on it. This raises the unsolved problem of how best to arrange for the deflection of the urine stream after the bladder has been removed. A similar problem arose in the treatment of vesical exstrophy and has been successfully solved.
No one will dispute the fact that if, when a total excision of the urinary bladder is being carried out, arrangements could be made for the successful deviation of the In cases of extroversion of the bladder, where it has been done, the patients' lives are soon rendered very comfortable, so much so that many of them can pass an undisturbed night in bed without having to rise to void urine from the rectum. Unfortunately, the patient who is being operated upon for advanced malignant disease of the bladder is not comparable to the one who is being treated for vesical exstrophy. I think it is probable, tberefore, that in the majority of cases of total cystectomy arrangements will have to be made to bring the ureters to the skin surface.
In deciding where to transplant the ureters on to the abdominal surface, the position is mainly determined by the site at which the collection of the urine can be most conveniently carried out. Personally, I favour the lateral aspect of the anterior abdominal wall. The operation is easy, speedy and safe, and a fortnight after it has been performed the operation of total cystectomy can be carried out.
The difficulty that is still unsolved is how best to arrange for the collection of the urine as it flows out on the skin surface. Ureteral catheters passed into the renal pelves are tolerated astonishingly well, but even these are insufficient to collect all the urine. After many attempts we have contrived an apparatus that is fairly satisfactory, but even with it the difficulty is to get it to act equally efficientlv with the patient in the upright, sitting or recumbent posture.
We have tried on four occasions to carry out plastic operations which would leave a nipple of skin at the outlet of the ureter. The difficulty in doing so is due to the fact that the ureter is a contractile tube, and although it will readily remain viable up to the skin surface, we have failed in getting it to persist beyond this, whether surrounded by a skin flap or carried for a short distance beneath the skin with a view to its being mobilized later to form a nipple. I have no doubt this simple problem will ultimately be solved.
In all cases in which I have transplanted the ureters on to the loins and thus totally deviated the stream from the bladder, little or no relief has been obtained from the severe discomfort due to the persistent, spasmodic, painful contractions of the bladder. It is thus demonstrated, as I have previously mentioned, that these contractions are due, not to the presence of urine in the bladder, but to the involvement of its wall with malignant disease. As a palliative measure in suchi cases this proceeding is therefore valueless, and is only useful as a step antecedent to total cystectomy. '+* In the four cases in which I have done total cystectomy, all the patients were males. A very similar technique was employed in each. The distended bladder was excised, together with the prostate and seminal vesicles, through a suprapubic incision. The operations were neither difficult nor attended with serious shock, and a noteworthy feature of the patients' convalescence was the relief they obtained from the persistent pains from which they had previously suffered.
The final operation, in which the entire bladder is removed, is undertaken about three weeks after the ureters have been transplanted. If before it is performed, the bladder, which was opened, has closed, the operation will be rendered much safer and easier. The procedure is as follows:-
The bladder is first of all filled to its maximum capacity with 1/1000 nitrate of silver solution. The peritoneal cavity is then opened through a mid-line suprapubic incision, which is carried down to the symphysis pubis, exposing freely the extraperitoneal portion of the anterior surface of the bladder. The healed scar and cicatricial tissue of the previous cystotomy operation are left attached to the anterior surface of the unopened bladder. The peritoneum is then dissected off the summit and posterior aspect of the bladder, the obliterated hypogastric arteries and urachus being divided. The bladder is now further mobilized by blunt dissection, the hand being swept around its lateral and posterior surfaces * . , , a . : . , , , . . . . . . . . : -. in order to separate it from the loose areolar tissue to -which it is attached, a procedure which is easy if the bladder is firmly distended. When this is being done the superior vesical arteries are isolated, ligatured and divided. The vas deferens on each side is now defined, isolated and divided. The ureters have already been severed close to the bladder at the previous operation. The partially isolated bladder is now pressed firmly backwards and the strong vascular cord, the pubo-prostatic ligament, is defined, clamped with strong curved hbemostatic forceps, and divided. The anterior surface of the prostate is now brought into view and cleared down to the apex of the gland. In a similar manner the lateral and posterior aspects of the prostate are freed. In doing so the seminal vesicles are isolated and carried forwards along with the bladder and prostate to which they are adherent. The prostate is now drawn out of the muscular hammock in which it is slung, this hammock being formed by the levator ani muscles on either side and the recto-urethralis muscle below. The prostatic urethra is finally divided, cauterized and ligatured, and the bladder, prostate and seminal vesicles removed in one piece. The divided pelvic peritoneum is now reunited and the peritoneal cavity closed with a gauze tampon loosely packed into the space from which the bladder was removed. The mid-line wound in the abdominal wall is now sutured with the tampon drain emerging at its lower end.
I would ask the Members of this Section, therefore, to review again the circumstances under which the operation of total cystectomy is warranted in cases of carcinoma 'of the bladder. If we consider, as we must, that it is possible by this and by no other means to obtain a cure from this terrible disease in certain selected cases, are we justified in withholding the prospect of this from those who elect to take the risk attendant on it? I believe that the operation of total cystectomy for carcinoma of the bladder has a definite place in surgery as a legitimate remedy for a desperate and dread disease. I consider that it is an operation the technique of which is capable of great improvement, and when this has been achieved the patient will be left free from disease in tolerable comfort and capable of a life of moderate activity.
Discussion.-Sir JOHN THOMSON-WALKER.'-The non-operative treatment of advanced malignant growths of the bladder by means of the hard X-rays (Erlangen technique) or by radium may be set aside at the present time. In my experience radiation in these cases is followed by a severe reaction which greatly increases the misery of the patient without any prospect of curing the growth. The treatment is therefore confined to operative measures which are either palliative or radical. Exclusion of the bladder by implantation of the ureter into the bowel gives relief from the bladder symptoms and may be considered as an alternative to cystostomy where radical measures are inadvisable. Radical operation consists either in resection of the bladder wall or in total cystectomy. When I collected the recorded cases of cystectomy in 1909 the mortality was 46 per cent. and only two cases were known in which the patients were alive over two years after the operation. Under such conditions the operation of total cystectomy was a desperate measure and outside the range of practical surgery. Since that time more encouraging statistics have been published, notably those of Federoff, thve collection by Schule, and a few in the Mayo Clinic statistics. The time is therefore ripe for the work that Mr. Wade is bringing forward and for a general discussion of the subject. My personal view is that if the operation of total cystectomy can be shown to be a comparatively safe operation, the chief point on which a variation of opinion is likely to arise is the question as to what cases are suitable for the operation. How far will such an operation trench on the cases that at Present we consider suitable for partial cystectomy ? If the cases are to be confined to those where no partial resection is possible, what advantages are there in regard to comfort and duration of life over palliative operation ? This latter question will, I hope, be answered by Mr. Wade to-night.
In regard to the operation of partial cystectomy, at the present time the results have, in my experience, been extremely good. In 1925 I collected my cases up to the end of 1924 for an introductory address at the Meeting of the Association of Surgeons of Great Britain. The following were my results: 126 operations of resection of the bladder for malignant growths with 8 deaths after operation (6 34 per cent.). Among these cases there were 27 in which the ureter had been transplanted to another part of the bladder.
Of the surviving patients I traced 81, and of these there was recurrence within three years in 22 (27-16 per cent.) . There was recurrence three years and more after the operation in 5 (6 -17 per cent.) and no recurrence three years and over in 28 (34 -56 per cent.). The cases of non-recurrence included freedom for four to five years 3, five to six years 3, six to seven years 4, seven to eight years 5, eight to nine years 1, nine to ten years 2, ten to eleven years 2, eleven to twelve years 1, thirteen to fourteen years 1, and sixteen years 1.
With increasingly early diagnosis due to the education of the general practitioner and of the public, I feel sure that these statistics will be improved upon. There does not seem to me, therefore, any call to supersede the operation of partial cystectomy for malignant growths for that of total cystectomy in cases where, in the opinion of an experienced surgeon, partial cystectomy is possible.
But here I can see a likely divergence of opinion in selecting cases. For the surgeon constantly dealing with bladder operations will be able to include a very much greater proportion of cases of growth in his partial cystectomy list than would the surgeon who only occasionally sees cases. The latter would turn to total cystectomy with its consequent mutilation in many cases where the former would perform partial cystectomy and retain a functional bladder. There are, however, cases in which partial cystectomy can be definitely ruled out on account of the extent of the growth in the bladder or on account of its position. In these cases no question of a better radical operation can arise.
In cases of this nature two serious complications are not infrequently present, namely, infection from previous treatment or operation and renal insufficiency from obstruction of the ureters by pressure of the growth. These complications must tell against the immediate and ultimate results of complete cystectomy.
In 491 Certainly a large proportion of these cases would have been subrmitted for total cystectomy had the results of this operation been such as to hold out a reasonable prospect of recovery from the operation, or survival afterwards.
Mr. J. SWIFT JOLY congratulated Mr. Wade on the results he had obtained. He (Mr. Joly) had never performed the operation of total cystectomy, because he found that in every case in which a partial cystectomy was impossible, and in many cases where it was possible, the disease had spread far beyond the confines of the bladder. It was quite common to find extensive carcinomatous deposits in the glands surrounding either the internal or the external iliac vessels. For this reason, he had come to the conclusion that total cystectomy was an operation which had practically no place in bladder surgery. If the growth was still confined to the bladder wall, it could always be removed entirely by an extensive resection; if it had spread into the peri-vesical tissues, no operation would save the patient's life. Mr. Wade had raised the point as to whether it was justifiable to perform a total cystectomy as a palliative operation, solely to relieve the patient of his pain and discomfort. Anyone who had seen patients dying from vesical carcinoma could have no doubt that any operation which would relieve their symptoms was well worth trying, He had found a cystotomy to be useless in these cases, but had observed a considerable amount of relief following a bilateral ureterostomy. If he thought the patient would stand a complete cystectomy, he would perform it in the future, but he thought that comparatively few of these patients would survive the operation.
Mr. KENNETH WALKER expressed agreement with Mr. Wade when he stated that all palliative measures failed in the treatment of malignant diseases of the bladder. How seldom did the establishment of a suprapubic fistula afford any relief to the patient suffering from frequent and painful micturition. Radium was ineffective except perhaps in obtaining a temporary arrest of hemorrhage, and X-rays were of no account in curative therapy, Horder: Medical Aspects of Hmmaturia although perhaps they might be used as a prophylactive measure after excision. It was true that operation, even although it failed to extirpate the disease, often provided a less distressing future for the doomed patient. However, although this was often the case, it was not always so, and he could remember cases in which the discomforts 'of the patients had apparently been little reduced by a previous unsuccessful effort to eradicate the disease. In conclusion he would ask Mr. Wade what direction his future efforts would take with regard'to the disposal of the ureters. Did he intend to continue transplanting on to the surface and devising more effective mechanical cups, or did he not rather think that better chances of success lay in the direction of an improved method of implantation into the bowel? Mr. A. CLIFFORD MORSON said that the treatment of malignant disease of the bladder by X-rays and radium had been strangely disappointing in its results. The tumour when exposed to irradiation inight shrivel and heematuria might cease, only to be followed, at a later date, by a flare up into activity of the reproductive power of the malignant cells, accompanied by severe cystitis. On theoretical grounds, Mr. Henry Wade's advocacy of total cystectomy for cancer had much to commend it, but it was a terribly maiming operation and must be attended with high mortality. The technique of removing the prostate, together with the whole bladder, would appear to increare still further the gravity of this surgical procedure, and was unnecessary so far as lymphatic spread was concerned.
Mr. WADE (in reply) said that the statistics submitted by Sir John Thomson-Walker of cases of partial cystectomy for malignant disease demonstrated the value of this operative procedure, the safety attending it in his hands, and the frequency with which a complete cure could be obtained. The repair of the bladder that took place after these operations was remarkably complete, and, undoubtedly, where this operation was possible, it was infinitely to be preferred to any more radical procedure necessitating the sacrifice of bladder cavity. At the same time, as Sir John had mentioned, there were many cases where partial cystectomy would not be sufficient and only by total cystectomy could the disease be removed.
Mr. Swift Joly had found a considerable amount of relief to follow the performance of a bilateral ureterostomy. This operation, undoubtedly, tended to prolong life, in diminishing the risk of damage to the kidneys from backward pressure. At the same time, it did not relieve the patient of the recurring spasmodic contractions of the bladder, which, as had been already mentioned, were due to the invasion of its walls by malignant disease, and not to the presence of the urine within it.
Mr. Kenneth Walker had asked in what direction future efforts would take with regard to disposal of the ureters. Undoubtedly, when the operative technique had been simplified and the diagnosis of suitable cases made at an early stage before the patient's health was broken down, the ureters would be transplanted into the large bowel before the operation of cystectomy. At present, however, the cases that came to us for the drastic treatment of cystectomy were such as to contra-indicate this ideal procedure, and in these the ureters were transplanted on to the abdominal surface, an operation which was simple, and safe, and which provided excellent drainage, but, of course, had the obvious disadvantage of leaving urinary fistule on the skin surface with the attendant discomfort of these. [April 27, 1927. The Medical Aspects of Htematuria.
By Sir THOMAS HoRDER, Bt., M.D., F.R.C.P. THE title of this paper is rather a misnomer, for it suggests that cases presenting this very common and important symptom can be divided into two classes: medical and surgical. I suggest that the condition of haematuria demonstrates-what I take it we all believe-that, in the first instance at all events, all patients are both potentially medical and surgical: that is to say, they are suffering from pathological conditions, and we do not know at first-sometimes we do not know at last-whether these conditions lie chiefly in the province of the surgeon or of the physician. Several types of hbmaturia in their causation interest mutually both sides of our work-nephrolithiasis, for example; tuberculosis;-urinary tract
